The synchronization of the nursing process with electronic clinical nursing documentation in Bone Marrow Transplant  by Grant-Navarro, Pamela et al.
Abstracts / Biol Blood Marrow Transplant 20 (2014) S297eS315 S305nurses and 105 were experienced registered nurses. A qual-
itative study of a participant evalution was completed. A
diagram of the Simulation Process can be found in Figure 1.
Findings & Interpretation: The participant studies de-
monstrated a 87% favorablility in promoting the individual’s
learningwith the orientaion curriculum and 91% favorablility
of conﬁdence with the development of skills and required
knowledge managing the deteriorating patient, sepsis
assessment and interventions and end of life event (Figure 2).
Discussion & Implications: In the acute care setting, simu-
lation innovation is a valuable tool in the process of
onboarding nurses for the BMT practice setting. Future
studies can include patient outcome data related to sepsis
management. End of Life Simulation can prepare the new
nurse to provide compassionate care interventions in a safe
learning environment through debrieﬁng. There can be an
indication for simulation for ongoing competency for expe-
rienced nurses. The interprofessional team can beneﬁt from
simulation for complex management scnearios in the BMT
population.487
Red Bag Review: A Medication Reconciliation Initiative
Sara Mosadegh, Melissa O’Connor. Dana Farber Cancer
Institute, Boston, Massachusetts
Topic Signiﬁcance & Study Purpose/Background/Rationale:
The American Medical Association (2013) deﬁnes medication
reconciliation as a “team-based process that should be led by
and is the responsibility of the patient’s attending or personal
physician in collaboration with other health care pro-
fessionals.” As an interactive process, the healthcare provider
(HCP) engages the caregiver by reviewing and comparing the
medication list with the medication containers. The pediatric
stem-cell transplant (SCT) population is particularly vulner-
able to medication errors due to the large number of medi-
cations per patient, the frequency of medication changes, and
the multiple providers involved in care.
Methods, Intervention, & Analysis: During a gap-analysis
meeting between Boston Children’s Hospital/Dana-Farber
Cancer Institute (BCH/DFCI), the concept of a medication bag
was generated with the hypothesis that providing a desig-
nated medication bag could improve the reconciliation pro-
cess. With input from themultidisciplinary team, medication
bags in two sizes were chosen to accommodate medication
needs (Figure 1). An audit tool was created for pre-program
and post-program assessment of the effectiveness of the
intervention. Pre-intervention audit results of 50 SCT pa-
tients, 25 outpatient (DFCI) visits and 25 homecare (Home
Health VNA) visits are discussed below.
Findings & Interpretation: The audited patients (n¼50) had
a variety of SCT diagnoses. The caregiver had the medication
list present at only half of the visits, whether outpatient or
homecare. Medications were brought by the caregiver to
only 10/25 outpatient visits, of which the HCP compared
medication packaging to the medication list in 8/25. (Figure
2). In 16/25 outpatient and 11/25 homecare visits at least one
discrepancy was identiﬁed between the medication pack-
aging and the medication list. The most common discrep-
ancy was medication frequency (Figure 3).
Discussion & Implications: Currently, bags are being
distributed to patients at discharge following SCT, and at
outpatient visits. Education onmedication reconciliation and
pre-program audit results has been provided to nursing and
physicians to improve process and practice. Post program
audits will begin in October 2014 to evaluate program
effectiveness. The next phase will allow us to evaluatewhether the intervention of providing a designated medi-
cation bag can decrease the number of errors and improve
medication reconciliation for the pediatric SCT population.488
Moving a Bone Marrow Transplant Unit Towards a High
Reliability Unit
Brenda Mott, Kimberly Horgan, Laura Flesch, Melissa Hayward,
Kathy Demmel, Caroline Morrison. CCHMC, Cincinnati, Ohio
Topic Signiﬁcance & Study Purpose/Background/Rationale:
Bone Marrow Transplant (BMT) units consist of high acuity
patients, complex processes, and high risk medications. Fail-
ure to insure safe, reliable processes can be detrimental to the
BMT patient. The healthcare industry is investigating high
reliability organizations (HRO) and modeling their practices
and cultures of safety and reliability to form high reliability
units (HRU). Key strategies propelling the HROmodel forward
include strong leadership, evidenced based practice (EBP),
effective communication, trans-disciplinary teamwork, root
cause analysis, a culture of safety and continuous learning,
improved system designs and outcomes evaluation.
Methods, Intervention, & Analysis: To establish and pro-
mote reliability and decrease failure, a HRU task force was
created on a 24 bed pediatric BMT unit. The task force guides
quality improvement and EBP projects by incorporating the
ﬁve principles of high reliability while standardizing the
following processes: medication administration utilizing the
no interruption zone (NIZ), chemotherapy administration,
stem cell infusion, patient environment, RN shift handoff,
and laboratory draws. Process improvement methodology
assisted with standardization and evaluation through the
Plan Do Study Act (PDSA) design. Unit champions participate
in outlining the process, incorporating the practice onto the
unit, and frequently monitoring to insure the process is
followed.
Findings & Interpretation: Initially, an increase in aware-
ness was observed during the development of standardized
processes, creating a new baseline. Maintaining trans-
formation of human behavior to follow a standardized
approach has been proven challenging. Consistent auditing
of practices followed by real time feedback is essential to
conforming team members to the standardized process and
measuring improvement.
Discussion & Implications: Intensive care units that
participate in high risk processes where the cost for error can
be detrimental to patient well-being are ideal environments
to incorporate the HRO model. Continued monitoring and
dissemination can assist other BMT units to establish safe
and reliable health care environments for a complex and
vulnerable patient population.489
The synchronization of the nursing process with
electronic clinical nursing documentation in Bone
Marrow Transplant
Pamela Grant-Navarro, Marianne Wallace, Mary Dowling,
Kathleen Choo, Jennifer Feustel, Young-Shin Park. Memorial
Sloan-Kettering Cancer Center, New York, New York
Topic Signiﬁcance & Study Purpose/Background/Rationale:
The Adult Bone Marrow Transplant unit of this NCI desig-
nated comprehensive cancer center successfully imple-
mented a nursing electronic clinical documentation program
that synchronizes the nursing process with electronic docu-
mentation to improve the delivery of care. The program is the
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manage data and information in our complex healthcare
environment. The goals of the electronic documentation
program are to utilize technology to increase the efﬁciency of
care delivery, increase compliance with regulatory re-
quirements, obtain outcome data for evidence based nursing
research, facilitate access to patient data for process im-
provements, and contribute to patient safety.
Methods, Intervention, & Analysis: RNs attended a four
hour training session that provided didactic and computer
simulation. Unit based super users received additional
training and supported the implementation for the ﬁrst 2
weeks. Daily issues meetings addressed requests for en-
hancements and troubleshooting. Structured notes were
created to capture initial admission assessment, ongoing
assessment, patient education documentation and nursing
event notes. Flow sheets were created to document vital
signs, intake and output, individualized care plans, focused
frequent assessments and interventions. These electronic
documents combined provide a complete and thorough re-
cord of the patient’s clinical data, associated outcomes and
daily nursing workﬂow.
Findings & Interpretation: Clinical reports are utilized to
ensure that complete and accurate documentation is achieved.
A clinical summary tab allows for interdisciplinary access to
nursing clinical assessments, interventions, and outcomes in
the context of the complex healthcare needs experienced in
the bone marrow transplant patient population.
Discussion & Implications: Technology, thoughtfully
applied, has the potential to transform the nursing process for
the beneﬁt of patients and nurses. Nursing can fully realize
the beneﬁts that technology can provide to deliver high
quality, safe, and efﬁcient care. Data can be used to improve
patient safety outcomes, drive performance improvement,
contribute to nursing research and evidence based practice.490
Beep, Beep, Beep: Rescuing patients and nurses from
pump alarms on an Inpatient Bone Marrow
Transplant Unit
Pamela Grant-Navarro, Marianne Wallace, Kathleen Choo,
Jennifer Feustel. Memorial Sloan-Kettering, New York,
New York
Topic Signiﬁcance & Study Purpose/Background/Rationale:
The Bone Marrow Transplant unit of this NCI designated
comprehensive cancer center successfully implemented
practice changes which substantially reduced air in line
alarms. Our journey began with the implementation of
bedside handoff. Data collection post implementation high-
lighted a decrease in patient calls except for calls related to
beeping pumps. Analysis revealed air in line alarm as the
primary cause and a major frustration for patients and staff.
Etoposide had the highest incidence of air in line alarms.
Safety concerns also guided our initiative to address the ca-
cophony of pump alarms. Pump alarms are a safety tool
communicating information to the RN. Air in line can
potentially pose a safety risk, delay treatment, cause medi-
cation errors, and contribute to patient falls. The barrage of
noise is an unintended hazard of pump technology, desensi-
tizing the RN, delaying response time, and impeding recovery.
A task force identiﬁed the incidence, causes, and in-
terventions that could minimize alarms.
Methods, Intervention, & Analysis: Collaboration with the
pump manufacturer identiﬁed areas for improvement. Staff
received retraining on alarm management and trouble-
shooting, and reinforcing proper device use. Air detectorsettings were adjusted to reﬂect the manufacturer’s recom-
mendations. IV tubing was changed from low sorbing to
standard infusion sets. The pilot program assessed the
effectiveness of an anti-siphon valve for Etoposide infusions.
Findings & Interpretation: Data collection following collab-
orationwith themanufacturer resulted in a 66% decrease in air
in line alarms, however, Etoposide continued to alarm. Data
collection post implementation of the anti siphon valve with
Etoposide infusions demonstrated a 98% reduction in alarms.
Discussion & Implications: The implementation of this
multipronged problem solving approach resulted in a sig-
niﬁcant decrease in the incidence of pump alarms. A quieter
environment improves relationships with patients, fosters a
sense of safety and trust and enhances patient satisfaction.
The implementation of the anti siphon valve will be evalu-
ated for further clinical use.
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Utilizing the Timed Up and Go (TUG) Assessment to
Evaluate Physical Functioning and Fall Risk in an Adult
HCT Population
Jennifer Peterson, Peggy Burhenn, Mary Perrin, Beatriz Avila,
Lisa McManus. City of Hope, Duarte, California
Topic Signiﬁcance & Study Purpose/Background/Rationale:
Reasons for falls in the HCT patient are multi-factorial. We
analyzed falls on an inpatient HCT unit at a comprehensive
cancer center in California. Our data revealed patient falls
were related to patients over estimating their abilities or
altered balance and gait. We wanted to assess physical func-
tioning to predict fall risk on an inpatient HCT unit. The Timed
Up and Go (TUG) measure is a tool used to assess motor
function. The data on TUG has focused on the elderly popu-
lation. The aim of our project was to teach nurses to perform a
TUG assessment and to determine patient motor abilities and
fall risk. We measured patient TUG scores, fall rates and
nurses’ feedback.
Methods, Intervention, & Analysis: The project and the
training were developed and conducted jointly with the
Rehabilitation and Nursing Departments. We rolled out the
process at staff meetings, during huddles, and training ses-
sions. Support was provided throughout the pilot by nursing
and rehabilitation staff. We developed an informational
poster for the staff outlining the rationale and procedure for
TUG. Staff training was done daily for one week prior to
implementation. We informed patients about the TUG. Staff
performed TUG daily on all patients that were able to com-
plete the test. The pilot was conducted for one month.
Findings & Interpretation: Nurses were surveyed post pilot
(n¼25). Reported beneﬁts of TUG included encouraged pa-
tients to ambulate and prompted the opportunity to discuss
and educate patients about physical functioning and falls.
Obstacles included patient refusals or unable to walk 10 feet.
Abnormal scores were recorded for 58% of patients. One fall
was experienced in the pilot month as compared to 3 falls on
the adjacent unit with the same patient population.
Discussion & Implications: A longer trial period would be




Rebecca Phillips. Duke University, Durham, North Carolina
Topic Signiﬁcance & Study Purpose/Background/Rationale:
After bone marrow transplant, serum immunoglobulin
